Background: Pain management after cardiac surgery has been based on parenteral long-acting opioids such as morphine. The other alternatives are paracetamol and remifentanil. Objectives: In this prospective, double-blind, randomized study, we compared the efficacy of intravenous patient-controlled analgesia (IV-PCA) paracetamol and remifentanil for post cardiac surgery pain relief. Materials and Methods: One-hundred patients scheduled for elective coronary artery bypass grafting from May to October 2011, were randomized into two groups after the surgery. For the first group (group R, n = 50, with mean age of 58.16 ± 11.80), the IV-PCA protocol was remifentanil infusion 100 μg/h; bolus of 25 μg and lockout time of 15 minutes. In the second group (group P, n = 50, with mean age of 53.8 ± 15.08), patients received paracetamol 15 mg/kg as a bolus at the end of surgery and then IV-PCA protocol was 100 μg/h, bolus of 25 μg; and lockout time of 15 minutes. Pain was assessed with visual analog scale score (VAS) in the first 24 hours after surgery for seven times. Results: The trend of pain scores did not have any significantly difference between group R and group P except for hour 8 and hour 18 after surgery that VAS was significantly lower in group P than group R (P = 0.031, P = 0.023, respectively). Respiratory rate (RR) was also statistically lower in group R comparing to group P in all seven evaluating times. The groups were similar in terms of hemodynamic, ABG results (except for PaO 2 , which was significantly lower in group R than group P at 6 evaluating times), intubation time, renal function tests, and incidences of atelectasis, myocardial infarction or adverse effects. Conclusions: Both PCA techniques provided effective pain scores (< 3) after cardiac surgery; but generally, PCA-paracetamol infusion has a better analgesic effect.
Background
The pain after cardiac surgeries is due to different reasons. The most important reasons include sternotomy, different drains insertion, and saphenous vein harvesting (1) . Poor pain management can lead to important post-operative complications such as myocardial ischemia following sympathetic nervous system stimulation, pulmonary events, atelectasis and pneumonia, vein thrombosis -because of the post-operative decreased motility of the patients and prolonged intensive care unit admission time. Therefore, pain management plays an important role in post-operative complications (2) . Nowadays, in order to provide post-operative pain relief, intravenous long-acting opioids such as morphine are the most frequently used analgesics, which are performed with different techniques including manually titrated continuous infusion or intra venous patient-controlled analgesia (IV-PCA). However, some important side effects of these analgesics are drowsiness, prolonged and excessive sedation, respiratory depression, nausea and vomiting (2) . Furthermore, non-steroidal anti-inflammatory drugs (NSAIDs) are used as alternative therapy in postcardiac surgeries' pain management. These analgesics are related to different complications (increased post-operative bleeding, renal dysfunction) (1) . Nowadays, the PCA method results into better postoperative pain management and less analgesics requirement (1) . Remifentanil is an analgesic, which is used with this method (3) . This selective µ-opoid agonist has a fast onset and an ultra-short duration of action with peak of effect in the first 15s and its duration of its effect is in 3-4 minutes. Remifentanil is metabolized by non-specified esterase and is not dependent on liver or renal metabolism. In order to control the possible incidence of overdose toxicity of this analgesic, the dosage can be decreased rapidly and the situation of the patient returns to normal level in a short time, since remifentanil is not concentrated in organs (4, 5) . However, the safety of remifentanil in awake and spontaneously breathing patients in post-operative period is still a controversy and it can cause respiratory depression in some cases (3) . In addition, the cessation of this opioid can result into hyperanalgesia in first few minutes because of withdrawal of the analgesic effect (3, (6) (7) (8) . Paracetamol is another safe analgesic, which is used to control the pain after the surgeries in patients. This analgesic can also be used by PCA. The onset of analgesia is 5-10 minutes and its half-life is 1-4 hours. The recent findings suggest that it is highly selective for COX-2 (9) and is primarily metabolized in liver into non-toxic products. The adverse effects caused by opioids or NSAIDs are not reported in this analgesic (3).
Objectives
The aim of this study was to evaluate and compare the effects of IV-PCA of remifentanil and paracetamol and to determine patient satisfaction with these treatments.
Materials and Methods
After approval of the study protocol by the institutional review board, and obtaining written informed consent, 100 patients (male: 51, female: 49 with mean age of 56 ± 13.65) who had American Society of Anesthesiologists (ASA) physical status classification of I to III were scheduled to undergo elective primary CABG at Shahid Rajaei Heart Hospital. These patienrs were randomly divided into two groups prospectively from May to October 2011. Randomization was performed with the closed envelope technique. All patients were blinded to their treatment group. The inclusion criteria were as follows: pre-operative ejection fraction (EF) > 30%, ASA class < III, or not having concomitant valve surgery, emergency procedures, pre-operative liver function tests two times higher than the reference range, chronic renal insufficiency (a serum creatinin level of > 2 mg/dL), no use of intra-aortic balloon pump (IABP) during the surgery, opium addiction, diabetes mellitus, intra-operative sternal or rib fracture, pre-operative neurological symptoms or complications and not having impaired level of consciousness. The patients received the same premedication (morphine 0.1 mg/kg/IM and lorazepam 1 mg/po). After ECG monitoring and arterial line insertion, anesthesia was induced for all patients with remifentanil (1 µ/kg), midazolam (0.1 mg/ kg) and then atracurium (0.15 mg/kg). Afterwards, intratracheal intubation was performed; central vein (CV) line and Foley catheter were also inserted for all the patients. The anesthesia was maintained with a remifentanil infusion (0.05 -0.1 µg/kg/minute), midazolam (0.02-0.05 µg/ kg/minute) and then atracurium and infusion of propofol if necessary. The surgeries were done uniformly by only one surgical unit and according to standard procedures (midline sternotomy and moderate hypothermia). Before and during the cardiopulmonary bypass (CPB), activated clotting time (ACT) was maintained over 480 seconds. The patients were weaned from CPB under standard protocol and epinephrine was used as an alternative inotrope in case of necessity. After the operation, the patients were randomly divided in two equal groups. The drugs were prepared by an anesthesiologist and before transferring the group A patients (male: 22, female: 28, with mean age of 58.16 ± 11.80) to the intensive care unit (ICU), remifentanil (25 µg/cc) was administered with IV-PCA infusion pump (4 cc/hour -Royal Fornia M.E, China-US). In contrast the group B patients (male: 29, female: 21 with mean age of 53.8 ± 15.08) received a bolus dose of paracetamol (15 mg/kg/IV) and then the infusion of paracetamol (25 µg/ cc, 4 cc/hour) was administered. Afterwards, the patients were transferred to the ICU, where they were sedated by bolus dose of midazolam and weaned from mechanical ventilation after achieving the standard criteria. During the first 24 hours after the surgery, all patients received continuous IV-PCA opioid infusions (group A: remifentanil, group B: paracetamol). For all the patients who suffered from pain, the analgesics were also administered as a bolus dose of analgesics (1 cc) and a locked out time of 15 minutes. The intensity of pain, hemodynamic criteria (BP: blood pressure, HR: heart rate), arterial blood gas (ABG) results and serum lactate level were assessed for all the patients two hours after transferring the cases to the ICU with 2-6 hours' time intervals (two, four, six, 12, 18 and 24 hours after transferring the cases to the ICU). The intensity of pain was assessed by visual analog scale. In this method the patients were asked to determine the score of their pain from one to 10 and for whom that could not participate in this method, one registered nurse determine the pain score based on the facial expression of the patients and their related figures in an illustrative score system. The other evaluating criteria in 24 hours after the surgery were analgesics' adverse effects (itching, nausea and vomiting), respiratory depression (RR: respiratory rate < 8), duration of intubation, the incidence of postoperative liver and/or renal dysfunction (liver dysfunction: results of the liver function test 2 times more than the reference range, renal dysfunction: a serum creatinin level of > 2 mg/dL), the incidence of post-operative myocardial infarction (MI) and atelectasis, which was visible in chest X-rays (CXR).
Statistical Analysis
Statistical analyses were performed with SPSS software version 15. Clinical data are expressed as mean values ± standard deviation. Differences were analyzed with independent student's T-test for the values of a scaling term and Pearson's chi square test for nominal values. MannWhitney-U test was used for comparing the values without normal distribution between two groups.
Results
All 100 patients (50 in group R: Remifentanil and 50 in group P: Paracetamol) were accepted as study subjects. Preoperative characteristics and risk assessment and intra-operative data were similar in both groups ( Table  1 ). The duration of mechanical ventilation was similar in both groups (group R: 8.63±3.3 h vs. 9.24 ± 2.8 h in group P) (P = 0.468). The mean dose of remifentanil administration was 2.35 ± 0.25 mg and the mean dose of paracetamol administration was 3.48 ± 0.67 g in 24 hours of the study period. There were no significant differences in mean values of hemodynamic variables (Blood pressure: BP, Heart rate: HR) between groups at different seven evaluating times (Table 2 ). Table 2 also shows that respiratory rate (RR) was significantly lower in group R comparing to group P at all seven evaluating times (P < 0.005). The mean values of visual analog scale score (VAS) were significantly lower in group comparing to group R at 8 and 18 hours after the surgery (1.08 ± 1.92 in group R vs 0.28 ± 0.60 in group P at 8 hours and 1.04 ± 1.80 in group R vs 0.30 ± 0.78 in group P at 18 hours, P < 0.005).No significant differences were observed between the 2 groups with regard to VAS scores at other evaluating times ( Table  3 ). The ABG analysis results showed that PaO2 was significantly lower in group R than group P (P < 0.005) at 6 different evaluating times (hours 2, 4, 6, 8, 12, 18); however, there was no significant difference regarding this variable between groups at hour 24 (Table 4) . Also, there were no significant differences between groups with regard to (PH, PaCO 2 ) during 24 hours study period but the mean values of serum lactate level was statistically higher in group R at 2, 4, 6, 18, 24 hours after the surgery (P < 0.005). The number of complications in the postoperative periods did not differ statistically between the groups during 24 hours study period (Table 5) . Post-operative first day chest radiograph revealed atelectasis in 15 (30%) in group R patients vs 13 (26%) in group P patients, but no intervention other than routine chest physiotherapy was needed in these individuals. Also postoperative first-day myocardial ischemia was occurred in five patients of each group. The intervention for these patients was based on the same protocol without analgesics administration. 
Discussion
Adequate analgesia within the first hours of early postoperative period in order to control the pain is very important for a good prognosis of pain syndrome and to prevent its progression to its chronic form (10) . Different analgesics are used and different techniques are performed in order to achieve this goal. One of these analgesics is remifentanil. The pharmacodynamic and pharmacologic characteristics of remifentanil make this opioid work as a proper as other analgesic after cardiac surgery. Remifentanil is an ultra-short-acting opioid with more analgesic effect than morphine. It is metabolized by non-specific esterase and its metabolism is not dependent on liver or renal function (3). The other analgesic is paracetamol which is a non-opioid analgesic. The adverse effects caused by opioids are not reported after paracetamol administration. However, the efficacy of paracetamol used in cardiac surgery is not well-established in the literatures and the results of the studies are conflicting (10) . In this study, the intensity of pain was assessed in two groups (group R: remifentanil and group P: paracetamol) by VAS in the first 24-hour period after the surgery. In both group of our study, there were effective pain reduction, which showed adequate pain relief ability in both analgesics. Pettersson et al. compared oral and intravenous administration of paracetamol in reducing the use of opioids after cardiac surgery and they concluded that less opioids were needed in group of patients with intravenous paracetamol administration due to the adequate pain relief effect of intravenous paracetamol (11) . Also, the study of Baltali et al. revealed that PCAremifentanil technique provided the effective pain score < 3 in patients underwent CABG (3). The results of our study also showed that the mean value of VAS was lower in group P comparing to group R in all seven evaluating times, but only at 8 hours when most of the patients were weaned from mechanical ventilation and 18 hours after the surgery, this difference was significant. The mean value of hemodynamic variables; BP and HR were similar between groups, though the mean value of RR was significantly lower in all seven evaluating times in group R than group P, that is because of remifentanil is reported as a potent respiratory depressant agent in different studies (3) . However, in our study, no respiratory depression (RR < 8) was reported. The same results were observed in the study by Gurbet et al. (4) and Krishnan et al. (5) that no episodes of respiratory depression were reported in their study after administration of PCA-remifentanil. The duration of intubation did not statistically differ between groups in our study. This suggests that remifentanil with IVPCA does not prolong the time to intubation after CABG like the results of the study of Gurbet et al. (4) . Also IVPCAparacetamol does not have side effects with regard to the duration of intubation. The results of the ABG analysis revealed that the mean values of post-operative PH and PaCo2 were similar between groups. On the other hand, the mean value of PaO2 was significantly lower in group R in 2, 4, 6, 8, 12, 18 hours after the surgery. This variable was also reported lower in group R comparing to group P in 24 hours after the operation but with no significant difference. In addition; there were no significant differences in the incidence of adverse effects between groups. In group R, 28% of the patients suffered from nausea vs. 14% in group P similar to the study of Baltali et al., that the incidence of nausea in the first 24 hours after the surgery in group of patients who received remifentanil was reported 28.9% (3) and in the study of Gurbet et al. this complication was reported 20% in the remifentanil group (4). The incidence of vomiting in the first postsurgical 24 hours in our study was higher in group R (8%) than group P (4%) with no significant difference; however the incidence of this variable was reported higher in remifentanil group (14.8%) in the study of Baltali et al. (3) than our study. The incidence of atelectasis in the first 24 hours after the surgery was observed in 30% in remifentanil group vs. 26% in paracetamol group with no significant difference, as in the study of Baltali et al. this complication was reported lower (14%) in remifentanil group (3). Postoperative myocardial ischemia was observed in 10% of the patients in each group. This event was reported higher in the study of Checketts et al. (12) which was 19% in the group of patients who received alfentanil instead of morphine. Postoperative serum Cr level > 2 was reported in 24% of the patients in group P vs. 28% in group R with no significant difference. None of the patients suffered from renal failure that resulted into dialysis. Hepatic dysfunction was also not occurred in our study groups. Based on the results of this study, we concluded that both PCA techniques (remifentanil and paracetamol) provided the effective pain score < 3 with no significant complications. Both PCA remifentanil and paracetamol are safe alternatives for the patients in whom PCA morphine is not suitable after CABG surgery. The results of this study also showed that paracetamol had better pain relief effect and outcomes than remifentanil and it may be administered as a proper analgesic following cardiac surgeries. To become certain of this matter we suggest to conduct a study with more cases and follow up the patients to the time of the ICU discharge.
